Objective Some immigrant populations, for instance, Turkish immigrants, suffer from worse mental health than the general population. Moreover, psychotherapeutic treatment does not work well in this group. This might be explained by lower motivation for psychotherapy and particular illness beliefs as important early predictors of treatment outcome. We investigate differences in these predictors between Turkish immigrant inpatients and inpatients without a migration background and evaluate whether particular illness beliefs have a negative impact on motivation for psychotherapy. Method Turkish immigrant inpatients and inpatients without a migration background (N=100), suffering from depressive disorder, somatoform disorder, and/or adjustment disorder, completed questionnaires assessing motivation for psychotherapy, depressive and somatic symptoms, illness perception, illness-related locus of control, and causal illness attributions. Results Despite a higher symptom burden, motivation for psychotherapy was lower in Turkish immigrant inpatients than in inpatients without a migration background (d=0.54). This was fully explained by stronger beliefs in supernatural causes of illness and higher fatalistic-external illness-related locus of control in the Turkish immigrant sample (mediation analysis; R 2 =0.27). Conclusions Turkish immigrants believe in supernatural or fatalistic causes of illness and fatalistic-external locus of control to a greater extent than German inpatients without a migration background. These beliefs reduce motivation for psychotherapy and need to be addressed in psychotherapeutic treatment in order to secure positive treatment outcomes.
Migration is a highly defining life event which can lead to mental distress. It constitutes an overall risk factor for psychiatric disorders [1, 2] . In the initial period following migration, a "healthy immigrant effect" can be observed, i.e., the prevalence of common mental health problems is initially lower than in the general population [3] . However, the health of immigrants tends to worsen over time to match that of the general population [4, 5] . Moreover, some immigrant groups, e.g., Turkish immigrants, suffer from poor mental health, as demonstrated by elevated prevalence rates of common mental disorders like depression, anxiety disorders, and somatoform disorders [6] [7] [8] [9] . Yet, psychotherapeutic treatment in immigrant patients is considered to be more complex, and the outcome appears to be less favorable than in patients without a migration background [10] [11] [12] . In order to improve the mental health treatment of immigrant patients, the reasons for this poor outcome need to be investigated. Specifically, knowledge about early predictors is necessary, which help to identify immigrant patients at risk for an unfavorable treatment outcome.
Our study focuses on Turkish immigrant inpatients and inpatients without a migration background in Germany. Turkish immigrants represent the largest minority group in Germany [13] and are among the largest three immigrant populations in other European countries such as The Netherlands, Denmark, and Austria [14] . It has been shown that Turkish immigrant inpatients in Germany achieve worse mental health treatment results than inpatients without a migration background [15, 16] . Lower motivation for psychotherapy in Turkish immigrants might provide one explanation for this.
Treatment motivation has been shown to be an important predictor of treatment success in clinical samples without a migration background [17] [18] [19] [20] . Openness to psychotherapy pretreatment generally predicts more positive treatment outcomes [21] . Similarly, it was demonstrated that patients with depressive symptoms who were highly motivated for psychotherapeutic interventions from the outset benefited significantly more from inpatient treatment than those who were less motivated [22] . Motivation for psychotherapy has also been shown to predict dropout from inpatient treatment [23] . First studies investigating non-clinical immigrant samples showed that attitudes towards psychotherapy were more negative in second-generation Turkish immigrants than in Germans [24] . In sum, low motivation for psychotherapy is a risk factor for and early predictor of unfavorable treatment outcome. However, studies on motivation for psychotherapy in clinical samples with a migration background are lacking.
Illness beliefs are important determinants of treatment motivation [25, 26] . Cultural norms and values influence specific attitudes and beliefs about illness [27] and offer explanatory models for understanding illness [28, 29] . For example, Turkish immigrants in Great Britain were found to be more convinced that health was outside their immediate control than native British people [30] . Likewise, Turkish-born female immigrants in Sweden mostly regarded their own capacity to influence recovery as low [31] . Two studies found stronger external causal illness attributions in Turkish immigrant inpatients than in German inpatients without a migration background [32, 33] . Another study showed that types of attributions were related to hope for future well-being in Turkish inpatients: Attributing illness to the self-familial area of influence increased hope, whereas attributing illness to the uncontrollable area of influence decreased hope [34] . We assume that some illness beliefs that are prominent in Turkish immigrants, such as external locus of control and external illness attribution, reduce motivation for psychotherapy. To the best of our knowledge, no empirical study has tested this assumption to date.
In sum, treatment motivation is of crucial importance for treatment success. Motivation for psychotherapy in Turkish immigrants may be lower than in inpatients without a migration background. However, this effect has not yet been studied in a clinical sample. Furthermore, the reasons for the assumed lower motivation for psychotherapy are unclear. This is particularly important, as inferior outcomes of mental health interventions in immigrant populations can result in persistent individual suffering, as well as high societal costs. Understanding the reasons for reduced motivation for psychotherapy may help to identify individuals at risk for unfavorable outcomes and provide valuable information for the development of specific interventions to enhance treatment motivation in Turkish immigrant inpatients.
Notwithstanding the importance of motivation for psychotherapy, the concept of motivation itself is multifaceted and has been poorly defined in the literature [25, 35] . Therefore, with the aim of avoiding ambiguities, we wish to make some specifications according to the model of psychotherapy motivation proposed by Drieschner and colleagues [25] : They differentiate between internal determinants of treatment motivation (e.g., problem recognition, level of suffering) and motivation to engage in treatment, which is specifically directed to a specific behavior, i.e., treatment engagement. The aspects of treatment motivation assessed in the present study are expectations of healing due to psychotherapeutic treatment, the type of role which the patient expects to play, attitudes towards psychotherapy, and previous experiences with psychotherapy. These concepts can be allocated to the internal determinants of treatment motivation in Drieschner's model of psychotherapy motivation.
In the present study, we examine the following hypotheses: (1) Turkish immigrant inpatients are less motivated for psychotherapy than German inpatients without a migration background. (2) Illness-related fatalistic-external locus of control, fatalistic causal illness attributions, and supernatural causal illness attributions are more pronounced among Turkish immigrant inpatients than in German inpatients without a migration background. (3) Lower motivation for psychotherapy in Turkish immigrant inpatients than in inpatients without a migration background (hypothesis 1) is mediated by illnessrelated fatalistic-external locus of control, fatalistic causal illness attributions, and supernatural causal illness attributions.
Subjects and Methods

Sample
A total of n=50 Turkish immigrant inpatients and n=50 German inpatients without a migration background participated in the study. All participants were inpatients in psychiatric treatment in Germany and had been diagnosed with depressive disorder, somatoform disorder, and/or adjustment disorder by experienced clinical staff. Demographic data of participants are presented in Table 1 . In both subgroups, about twothirds of the participants were female, and the mean age was approximately 46 years. Turkish immigrant inpatients had received fewer years of education than inpatients without a migration background (7.42 vs. 11.06 years) and were less likely to be in employment (34 % vs. 70 %). The difference in educational levels between Turkish immigrants in Germany and Germans without a migration background reflects actual differences at the population level [36] . According to the microcensus of the Federal Statistical Office and the Berlin Institute for Population and Development, Turkish immigrants are the least integrated of all immigrant groups in Germany. This is apparent in high proportions of persons with no or only basic educational degrees, high rates of unemployed persons or housewives, and a great number of persons being dependent on social welfare [37, 38] . Turkish immigrant inpatients in the present study reported a higher intensity of depressive and somatic symptoms than inpatients without a migration background, as indicated by higher scores on the PHQ-9 and PHQ-15 (see Table 1 ).
The majority of the Turkish immigrant inpatients were born in Turkey (84 %) and had been living in Germany for about 31 years. Turkish immigrant inpatients born in Germany (16 %) were second-generation immigrants with both parents born in Turkey. Of the sample of Turkish immigrant inpatients, 6 % had a temporary residence permit; 68 % had a permanent residence permit, and 26 % had a German passport. Their selfreported German language proficiency was as follows: 2 % native speaker, 12 % very good, 26 % good, 20 % intermediate, and 40 % poor. 82 % of the Turkish immigrant inpatients chose to respond to the Turkish versions of the questionnaires.
Procedure
In this cross-sectional study, data were collected between September 2011 and January 2012 in five psychiatric hospitals in the Federal State of Hessen, Germany. In Germany, all patients are referred to inpatient treatment by their family doctor and/or a psychiatrist. Inclusion criteria for study participation were: age 18-65 years, either Turkish migration background or no migration background at all, and a clinical diagnosis of depressive disorder, somatoform disorder, or adjustment disorder. These mental illnesses were selected because they are the most widely observed in Turkish immigrant inpatients in Germany [39] . Comorbidities were allowed. Exclusion criteria were: psychotic or manic symptoms, substance abuse, and neurodegenerative diseases. Inpatients who met the study criteria were asked if they would be willing to participate voluntarily in the study. All participating patients signed informed consent forms. They provided demographic data and completed several self-rating questionnaires as described below. At the time of data collection, 27 % of the participants had been in treatment for less than a week, 54 % for 1 to 4 weeks, and 19 % for more than 4 weeks. Questionnaires were administered individually. All instruments were provided in German and Turkish versions. A bilingual research assistant was present to help participants at all times and also read out questions to the participants if they were illiterate (this applied to some Turkish women). Samples were matched according to age, sex, and clinic site. No data regarding non-participation were obtained in this study. The study was approved by the local Ethics Committee at the Institute of Psychology at Philipps-University, Marburg.
Measures
The instruments used in the present study are outlined below. The instruments FMP, PHQ-15, IPQ-R Causal Illness Attributions, and KKG were not available in Turkish. Therefore, they were translated into the Turkish language following the forward-and backward-translation method [40] .
Psychotherapeutic Treatment Expectations and Openness to Psychotherapy Scales (FMP) This German-language questionnaire [41] aims to assess patients' motivation for psychotherapy. In the present study, we operationalize motivation for psychotherapy according to four different aspects: expectations of healing due to psychotherapeutic treatment, the type of role the patient expects to play, attitudes towards psychotherapy, and previous experiences with psychotherapy. Consequently, we used the first two scales of the FMP (28 items), i.e., Psychotherapeutic Treatment Expectations and Openness to Psychotherapy. Response categories range from 1 ("not at all") to 5 ("fully agree"). The sum score of all 28 items ranged from 28 to 140 and was used as an indicator of the motivation for psychotherapy. Symptom-related suffering (scale 3 of the FMP) and causal illness attributions (scale 4) were assessed by other instruments (see below). The Turkish version was translated as described above.
The Patient Health Questionnaire Depressive and Somatic Symptom Scales (PHQ-9, PHQ-15) The severity of depressive and somatic symptoms was measured with the PHQ-9 and PHQ-15, respectively [42] [43] [44] . Nine items of the PHQ assess depressive symptoms (PHQ-9), and the scale has shown high sensitivity and specificity for the identification of depressive disorders [45, 46] . Response categories for these items range from 0 ("not at all") to 3 ("nearly every day"). For the present study, a continuous depression score was calculated, which consisted of the sum of the answers to the nine items, ranging from 0 to 27. The German and the Turkish versions of the PHQ-9 [47, 48] are available from the Pfizer PHQ-screener website [49] . A recent study showed acceptable reliability and validity for the Patient Health Questionnaire in the Turkish population [50] .
Somatic complaints were screened with the PHQ-15 subscale, a checklist of 15 somatic symptoms typical for primary care patients, which are often medically unexplained [43, 44, 51] . The PHQ-15 assesses a broad range of pain symptoms, especially pain in the stomach, back pain, headache, chest pain, pain in extremities or in joints, pain associated with menstruation, and pain during sexual intercourse. The latter two items were not used in the present study, since they were considered as culturally inappropriate for Turkish immigrants. For the last 4 weeks, the severity of each symptom can be rated from 0 ("not bothered at all") to 2 ("bothered a lot"); the total score ranges from 0 to 30. The German version is available online [49] ; the Turkish version was translated as described above.
The Brief Illness Perception Questionnaire (Brief IPQ) The Brief IPQ [52] assesses the subjective illness concept and the cognitive representations about illness using one item for each scale of the more detailed IPQ-R [53] , namely consequences, timeline, personal control, treatment control, identity, concern, understanding, and emotional response. Response categories for these items ranged from 0 to 10, with endpoints being labeled according to the questions (e.g., for the question "How much does your illness affect your life?", the labeled endpoints are 0 "no affect at all" to 10 "severely affects my life"); the sum score for the Brief IPQ ranges from 0 to 80, with higher scores indicating a more pessimistic and threatening illness perception. Turkish and German versions of the Brief IPQ were available [54, 55] .
The Revised Illness Perception Questionnaire (IPQ-R) Causal Illness Attributions Scale For the assessment of causal illness attributions, we chose not to use the open response format provided by the Brief IPQ, but to administer closed-format items. For this purpose, the scale 'causal illness attributions' of the IPQ-R [53] plus three culture-specific items derived from the work of Kizilhan [33] were used. These describe spiritual and supernatural illness attributions, namely "God's will", "curse/ enchantment", and "evil spirits". Patients were asked to rate how strongly they believe in a certain cause of illness, with response categories ranging from 1 ("not at all") to 5 ("fully agree"). A German version was available [56] ; the Turkish version was translated as described above. Exploratory factor analysis revealed five factors of illness attributions that were used for further analysis: psychological cause ("worry", "emotional state", "family problems", "negative mental attitude"), stress-related cause ("stress", "overwork"), biological cause ("somatic/biomedical", "heredity", "pollution or other external influences"), fatalistic cause ("bad luck", "destiny"), and supernatural cause ("God's will", "curse/ enchantment", "evil spirits").
Locus of Control Inventory for Illness and Health (KKG)
While the Brief IPQ provides only two items asking about personal and treatment control, the German-language questionnaire KKG [57] extends the assessment and measures three dimensions of illness-related locus of control (LOC), namely beliefs in internal, social-external, and fatalistic-external illness-related LOC. Each dimension is assessed by seven items, with response options ranging from 1 ("not at all") to 6 ("fully agree"); dimensional scores range from 7 to 42. Higher scores indicate greater conviction regarding a particular LOC dimension. The Turkish version was translated as described above.
Statistics
Statistical analyses were carried out using SPSS 19 for Windows. Prerequisites for data analyses were checked, and data were normally distributed. Less than 5 % of values were missing completely at random (Little's MCAR test: n.s.), and missing values were imputed using the expectation maximum-method employing the SPSS missing value tool.
For sample comparisons of key dependent variables, data were analyzed for each questionnaire using univariate or multivariate analysis of variance as appropriate. Due to the fact that sample differences in education and employment reflect natural characteristics of differences between these groups in the German population, no covariates were included in this step of analysis to avoid over-adjustment. Standardized effect sizes are given as Cohen's d [58] . The 95 % confidence intervals for Cohen's d were calculated following the recommendations of Grissom and Kim [59] . Confidence intervals that do not contain 0 provide evidence, at the two-tailed 0.05 level of statistical significance, that the effect in the population does not equal 0 [59] , i.e., that there actually is a difference between Turkish immigrant inpatients and German inpatients without a migration background in the construct in question (e.g., motivation for psychotherapy).
Next, a hierarchical multiple regression analysis was conducted to examine which demographic, symptom severity, or illness beliefs variables predicted motivation for psychotherapy in the examined group as a whole (Turkish immigrant inpatients and inpatients without a migration background as one group). To control for the influence of migration background, this variable was entered in step 1, followed by further demographic variables in step 2, depressive and somatic symptom intensity in step 3, and illness beliefs in step 4. The β-coefficients given in the results section are partial regression coefficients. As an estimator of effect size, each partial regression coefficient estimates the change in the dependent variable for each unit increase in the corresponding independent variable when all other dependent variables are statistically held constant, i.e., estimating the "pure" contribution [59] . Means of β-coefficients=0, and standard deviations=1, as in z-scores.
Finally, we ran a multiple-mediation model to test the hypothesis that lower motivation for psychotherapy in Turkish immigrant inpatients is mediated by illness-related fatalisticexternal locus of control, fatalistic causal illness attributions, and supernatural causal illness attributions. Mediation exists when a predictor (X: Turkish migration background vs. no migration background) affects a dependent variable (Y: motivation for psychotherapy) indirectly through at least one intervening variable or mediator (M: illness beliefs, see Fig. 1 ). Mediation analysis helps to establish causal relationships between variables and explain how or by what means a causal effect occurs [60] .
According to Preacher and Hayes [60] , special qualities of multiple mediation (instead of various univariate mediation tests) include (a) the analysis of the total indirect effect, i.e., an overall mediation effect of all the mediators under investigation and (b) the ability to determine the unique mediating effect of a specific variable within a single model, controlling for the presence of other mediators. Bootstrap analysis, a nonparametric sampling procedure, was used to test the significance of the indirect effects. Bootstrap analysis has the advantage of greater statistical power without assuming multivariate normality in the sampling distribution, allowing a parsimonious and precise analysis of multiple mediators [60, 61] . For our analysis, we used the SPSS macro designed for multiple mediation analysis by Preacher and Hayes [60] . Five thousand bootstrap samples were obtained; confidence intervals were bias-corrected and accelerated.
Results
Intercorrelations Among Study Variables
A correlation matrix was generated to examine the bivariate relationship between each psychosocial and demographic variable in the study and to check for multicollinearity. Various study variables showed correlations in the expected direction (see Table 2 ). However, the pattern of relationships of these variables was mainly modest in size, i.e., multicollinearity was not found. 
Sample Differences in Motivation for
Predictors of Motivation for Psychotherapy
Through the application of a hierarchical multiple regression analysis, it is possible to test the hypothesis that illness beliefs have an additional and unique explanatory power regarding motivation for psychotherapy going beyond demographic variables and symptom severity. The results showed that only migration background and illness beliefs were significant predictors of motivation for psychotherapy (p≤0.01, and p≤ 0.05, respectively, see Table 4 ).
The migration background accounted for 7 % of the variance in motivation for psychotherapy, and illness beliefs explained a further 20 %. In particular, fatalistic-external LOC (β=−0.26, p=0.042) and supernatural causal illness attribution (β =−0.33, p =0.007) showed a significant negative impact on motivation for psychotherapy, i.e., the stronger the fatalistic-external LOC and the supernatural causal illness attribution, the lower the motivation for psychotherapy.
Mediating Effects of Illness Beliefs on Motivation for Psychotherapy
The hierarchical multiple regression analysis demonstrated the major influence of illness beliefs on motivation for psychotherapy. Based on this, a multiple mediation model was tested in order to examine the hypothesis that lower motivation for psychotherapy in Turkish immigrant inpatients is mediated by illness-related fatalistic-external locus of control, fatalistic causal illness attributions, and supernatural causal illness attributions. The multiple mediation model (see Fig. 1 and Table 5 ) showed a significant fit, and the proportion of explained variance was medium to high in line with Cohen [58] (R 2 =0.27, Adj. R 2 =0.19, F (10, 89)=3.28, p=0.001). The total indirect effect of illness beliefs was significant, as indicated by the 95 % bias-corrected and accelerated bootstrapping confidence interval that did not contain zero (95 % BCA CI=[−12.96; −2.67]). The direct effect of a migration background on psychotherapy motivation (c' path) was no longer significant when illness beliefs were included in the model (p>0.05). Consequently, the association between migration background and psychotherapy motivation was fully mediated by illness beliefs.
Examining the specific indirect effects of each mediator on the relationship between migration background and motivation for psychotherapy, fatalistic-external locus of control, and supernatural illness attribution were significant mediators (95 % BCA CI for ab-path=[−5.15; −0.57], and=[−8.30; −0.49], resp.). Turkish migration background was positively related to fatalistic-external locus of control (B=4.56, p≤ 0.001) and to supernatural illness attributions (B=0.99, p≤ 0.001), which in turn were negatively related to motivation for psychotherapy (B=−0.50, p≤0.05, and B=−3.73, p≤0.01, resp.).
Discussion
The current study focused on the influence of migration background on early predictors of treatment outcome, namely motivation for psychotherapy and illness beliefs. Motivation for psychotherapy was lower in Turkish immigrant inpatients than in German inpatients without a migration background. Turkish immigrant inpatients perceived their illness as less controllable by themselves and more controlled by fatalistic influences than did inpatients without a migration Fig. 1 Multiple-mediation model for the influence of migration background on motivation for psychotherapy mediated by illness beliefs, tested on the basis of Preacher and Hayes [60] . X independent variable, migration background; M 1 -M 9 proposed mediators; M 1 illness perception; M 2 internal locus of control; M 3 social-external locus of control; M 4 fatalistic-external locus of control; M 5 psychological illness attribution; M 6 stress-related illness attribution; M 7 biological illness attribution; M 8 fatalistic illness attribution; M 9 supernatural illness attribution; Y dependent variable, motivation for psychotherapy Table 2 Intercorrelations among study variables V a r i a b l e Intercorrelations for Turkish immigrant inpatients are printed above the diagonal; intercorrelations for inpatients without a migration background are printed below the diagonal PTM psychotherapy motivation, PHQ-9 severity of depressive symptoms, PHQ-15 severity of somatic symptoms, B. IPQ illness perception (Brief Illness Perception Questionnaire), Int. LOC internal locus of control, Soc. LOC social-external locus of control, Fat. LOC fatalistic-external locus of control, Psych. IA psychological illness attribution, Stress IA stress-related illness attribution, Biol. IA biological illness attribution, Fat. IA fatalistic illness attribution, Super. IA supernatural illness attribution, gender (0=male, 1=female), Employm. employment (0=no employment, 1=part-time or full-time job) *p≤0.05, **p≤0.01, ***p≤0.001 background. Furthermore, they were more convinced of fatalistic or supernatural causes of illness than inpatients without a migration background. In this respect, our initial hypotheses were supported. Differences between the samples in terms of illness beliefs explained differences in motivation for psychotherapy. Confidence intervals of the effect sizes for significant sample differences did not include 0, i.e., we can infer from the present data that there are actual differences in motivation for psychotherapy, illness perception, illness-related locus of control, and belief in supernatural or fatalistic causes of illness at the population level. Since the concept of motivation for psychotherapy is multifaceted, making some specifications regarding our results will be helpful in terms of achieving a sophisticated understanding of the aspects according to which Turkish immigrant inpatients differ from the majority of German inpatients without a migration background. Our results indicate that Turkish immigrant inpatients have higher expectations of healing from medical treatment than from psychotherapeutic interventions. This is in line with a previous study [62] stating that Turkish immigrant outpatients with psychosomatic complaints are commonly treated by a general practitioner or with pharmacological treatment instead of a psychotherapist. Moreover, they request drugs more intensively and are more convinced of the effectiveness of medicines. Our results also indicate that Turkish immigrant inpatients are likely to expect to assume a passive role as a patient in psychotherapy. This is in line with findings that Turkish people hold cultural values that promote respect towards authority figures and do not question or challenge authorities [63] . Furthermore, our results indicate that previous experiences with psychotherapy are rare in Turkish immigrant inpatients, which is confirmed by studies about health care utilization [64] [65] [66] .
Our study samples differed in their belief in supernatural and fatalistic causes of illness. In the German majority society, such beliefs are quite uncommon. Moreover, rural populations in Turkey were found to favor psychological, social, and medical explanations as causes of mental illness [67] , and a community sample of Turkish immigrants in Australia believed more frequently in natural rather than supernatural causes of illness [68] . Nonetheless, beliefs regarding causes of mental illness range from traditional, supernatural attributions to biological attributions in the Turkish culture [69] . Integrating these results, we can assume that Turkish immigrants hold a broader range of causal illness attributions than Germans without a migration background.
Characteristics of the illness-related locus of control also varied considerably between the investigated samples. The emphasis on fatalistic-external locus of control in Turkish immigrant inpatients is in line with the literature [30, 63, 70] ; less educated persons, in particular, believe that external factors control their lives [71] . Besides illness beliefs, the level of suffering is another possible predictor of motivation for psychotherapy [21, [72] [73] [74] . While our finding of higher symptom levels among Turkish immigrant inpatients is in line with other studies [39, 75] , it is noteworthy that this did not influence the motivation for psychotherapy. We can assume that the other factors (e.g., illness beliefs) had a stronger effect on decreasing the motivation for psychotherapy than suffering did on increasing it. On the other hand, the higher symptom scores in the Turkish immigrant inpatients might be explained by a culture-specific aspect of illness communication. Expressing distress, especially about somatic symptoms, and blatant suffering has been observed in immigrant populations before [33, 76, 77] . However, the equivalence of measures has not yet been established for the German and Turkish versions of the PHQ-9 and PHQ-15. Therefore, caution is warranted when comparing mean scores of these instruments.
Sample differences in socio-demographic variables such as education and employment did not explain any differences in treatment motivation. However, lower education coincided with a stronger conviction regarding fatalistic locus of control in the Turkish immigrant sample, and with a lower motivation for psychotherapy, and fatalistic and supernatural illness attributions in the sample without a migration background. This demonstrates an unfavorable influence of low education in general, i.e., low education affected motivation for psychotherapy and illness beliefs negatively in both samples.
Although our samples provided a unique opportunity to compare motivation for psychotherapy and illness beliefs depending on migration background, there may be some limitations regarding the generalizability of our results. Specifically, our samples were rather small and solely included inpatients in psychotherapeutic treatment. No analysis was conducted on non-participants. In the immigrant sample, first-generation immigrants were overrepresented. Consequently, our results may not generalize to all Turkish immigrants (e.g., younger and often more highly educated "secondgeneration" immigrants; persons without mental disorder or persons who are not attending treatment). Additional studies comparing other important subgroups would help to gain a diversified understanding of the influences of a migration background, culture of origin, and culture of the host country on mental health beliefs. At this point, the application of qualitative methods, e.g., deep interviews, could also be very helpful to get more detailed information on motivation for psychotherapy and illness beliefs in culturally diverse inpatient populations. Analyses of demographic characteristics indicated that the samples differed in education and employment status. To address this, we included these variables in the hierarchical linear regression analysis, thereby controlling for their influence.
In terms of validity, there are some weaknesses in our study: Most of the Turkish-language versions were not culturally validated. Furthermore, the issue of measurement equivalence could not be addressed due to the sample size. The multiple mediation analysis hinted at possible causal relations of the study variables. However, assumptions about causal relations cannot be confirmed using a cross-sectional, correlational design such as that implemented here, but require longitudinal or experimental studies.
The evident limitations notwithstanding, the present study contributes novel findings about treatment motivation and health beliefs of Turkish immigrant inpatients. We managed to include immigrants with a low education and poor German language proficiency in our study. This is an important yet difficult to assess population that is usually excluded from research due to language barriers.
The present study demonstrated the importance and variance of mental health beliefs, i.e., motivation for psychotherapy and illness beliefs. Turkish immigrant inpatients believed in supernatural or fatalistic causes of illness and fatalisticexternal locus of control to a greater extent than German inpatients without a migration background. These beliefs had a negative impact on motivation for psychotherapy. Consequently, they need to be addressed in psychotherapeutic treatment in order to secure adequate treatment motivation and positive treatment outcomes. More recent studies showed that mental health treatments of ethnic minority patients can be improved by cultural adaptations and by addressing culture-specific illness beliefs [78, 79] . Future research needs to develop and evaluate culturally adapted treatments for diverse populations. The challenge will be to provide feasible and realistic approaches, which can be integrated into routine mental health care. While there are endeavors towards the development of holistic treatment manuals for ethnic minority patients (e.g., [80] ), the development of short modules (e.g., one-session interventions, E-Health applications, focused group sessions) could also be beneficial to complement standard treatments.
